from the cytological features that this cyst has an epithelial lining, as do the bone cysts in this syndrome. An epithelial lining would be seen in a true pancreatic cyst, but the ultrasound examination showed that it did not originate from within the pancreas. The aspiration samples were acquired once the needle tip was established within the cyst and no bowel was traversed during the procedure. It is most unlikely, therefore, that any contamination of the aspirate by gut columnar epithelium could have occurred. Histological sampling of the cyst wall by percutaneous biopsy or by an open approach was not felt justified. We believe that the cyst is an enterogenous cyst arising spontaneously and separately from the bowel. As far as we are aware, such cysts have not previously been described in Gorlin's syndrome.
Reaccumulation offluid may have resulted from the failure of complete drainage originally, with consequent lack of opposition of the cyst walls. If symptoms become a problem we aim to repeat the aspiration and instillation, but should this fail a direct approach to marsupialize the cyst may be required.
There is variable expression of many of the features of Gorlin's syndrome and while the main ones occur in most cases, many of the numerous associated abnormalities are rare. This type of intra-abdominal cyst may be an unusual constituent of the syndrome, and in this patient proved responsible for significant symptoms. (Figure 1) .
He was initially treated conservatively with fluids and adequate analgesia. Because of the extravasation of urine he was given co-trimoxazole prophylactically. He had several bacteriological examinations of the urine which were sterile. Four days after admission a plain abdominal X-ray showed the stone had moved to the lower end of the ureter. An IVU on the fifth day showed extravasation of the urine and confirmed that the stone had moved to the lower end of the ureter (Figure 2 ). The patient's condition worsened. He developed pyrexia of 38.5°C which continued for six days. His urea went up to 8.6 mmol/l and creatinine to 202 mmol/l, and for that reason on the 8th day an attempt was made to remove the stone endoscopically but was unsuccessful. A repeat plain abdominal X-ray confirmed the stone was still in the lower end of the ureter. Three days later another attempt to extract the stone endoscopically, using the Dormia basket, was performed and the patient passed the stone 2 days after this. The pyrexia then settled, his urea came down to 5.3 mmol/l, the creatinine down to 108 mmol/l and the WBC to 7.7 x 109/l. Three weeks after discharge from hospital the patient was Ginsberg 1965 , Harrow 1966 . It seems from these reports that 'spontaneous' ureteric rupture usually occurs secondary to ureteric stone either found inside or outside the ureter. Before a case of rupture of the ureter is described as 'spontaneous' the following should apply: (1) no external trauma; (2) no cystoscopic ureteric manipulation; (3) no external compression; (4) absence of destructive kidney disease; (5) absence of previous surgery (Schwartz et al. 1966) .
It is important to distinguish this uncommon condition from the much commoner condition of extravasation from forniceal rupture. Harrow & Sloane (1961) classify forniceal rupture into four categories: pyelosinus, pyelolymphatic, pyelovenous and pyelotubular. In 'spontaneous' rupture of the ureter the contrast material should not appear around calyces, which is usually the case with forniceal rupture (Ginsberg 1965) . Further, the patient is usually much more unwell, with a high temperature and leukocytosis. It is not uncommon to confuse this condition with other acute abdominal emergencies. Retroperitoneal sepsis is a common complication, and 3 deaths have been reported (Berry 1921 , Geisinger 1931 in association with rupture of the ureter due to retroperitoneal sepsis.
The treatment of choice is open drainage of the retroperitoneal space with an attempt to remove the stone if found. Should a stone be found in the lower ureter with a tear proximal to it, either in the ureter or renal pelvis, endoscopic extraction of this stone with the Dormia basket is sufficient, without the need for open drainage. The latter treatment was successful in our patient and has not been described previously. Antibiotic cover is mandatory.
The cause of rupture of the ureter could be explained on the basis of either stone impaction causing pressure necrosis or, as the stone is passing in the ureter, it may traumatize the ureter; in either case, when the intraureteric pressure increases during an attack on renal colic, the damaged tissue may give way.
This case presented several additional interesting features. The stone was found to be distal to the site of the leak. The ureter proximal to the stone was not dilated, a feature noted in 2 cases reported by Weaver (1980) . It may be that the escape of urine through the renal vent allows the intraureteric pressure to remain unchanged, with no proximal dilatation of the ureter.
D G McLintock BSc MRCOG
Mayday Hospital, Thornton Heath, Surrey A case of phimosis of the hood of the clitoris in a postpubertal female is presented. This has not been reported previously. The patient was treated by operation analogous to circumcision in the male.
Case report
A 24-year-old, white, married nullipara presented in December 1982 with a three-month history of anterior vulval swelling. There was no pain but discomfort prevented her wearing trousers, and dyspareunia had been present for the same length of time. She had had an intermittently malodorous, yellow vaginal discharge for three months, but there was no pruritus, and this had been treated with clotrimazole by her general practitioner.
Diabetes had been diagnosed at the age of 13. She had been taking insulin zinc suspension (Hypurin Lente) 28 units daily but had made no attempt to monitor blood or urine sugar for two years.
On examination she was found to be fit with normal pelvic viscera. There was a 2 cm soft cystic swelling of the prepuce of the clitoris, which was not inflamed (Figure 1 ). Her fasting blood glucose was 15.8 mmol/l. After stabilizing her diabetes on Mixtard (20 units daily, 16 units nightly), examination under anaesthesia revealed the preputial stoma which was dilated with silver probes and a dorsal slit made to the apex of the prepuce. The flaps so formed were trimmed to blend with the labia minora. Microbiological cultures from vagina and clitoris grew no pathogens.
Her postoperative recovery was uncomplicated. When seen one month postoperatively, she was able to wear trousers and vulval anatomy appeared normal.
Discussion
Benign enlargement of the clitoris associated with antenatal exposure to exogenous or endogenous androgens is a well recognized condition (Grumbach etal. 1959 
